The Affordable Care Act expanded Medicaid coverage to adults with incomes up to 133% of the federal poverty level, but a subsequent Supreme Court ruling determined Congress could give states the option to expand. In September of 2013, the state of Michigan approved expansion. Beginning in April 2014, more than 400 000 adults will be newly eligible for Medicaid enrollment in the state. 1 The effect of this influx of patients on surgical care and hospital costs in Michigan is unknown. Previous national studies of Medicaid patients undergoing surgery have shown worse outcomes 2 and increased costs. 3 Given that the Affordable Care Act also mandates a reduction in payments to disproportionate share hospitals, 4 increased Medicaid enrollment could have substantial clinical and financial implications for hospitals facing expansion. To better understand this change, using a statewide clinical registry, we examined the surgical outcomes and resource use of Medicaid patients in Michigan the year prior to implementation of the Affordable Care Act.
Methods | We retrospectively studied all nonelderly adults undergoing inpatient general surgery within the 52-hospital Michigan Surgical Quality Collaborative in the year prior to approval of Medicaid expansion (July 2012 to June 2013). Medicare patients and those 65 years of age or older were excluded. Details of prospective data collection, case sampling, and definitions of comorbidities and outcomes have been previously described. 5 We calculated descriptive statistics and rates of unadjusted surgical outcomes for patients stratified by insurance status. Hospitals were ranked according to the proportion of Medicaid patients served and were divided into quintiles. For all statistical tests, P values are 2 Abbreviations: BMI, body mass index (calculated as weight in kilograms divided by height in meters squared); IQR, interquartile range. a All outcomes are measured at 30 days or in-hospital (for durations longer than 30 days).
jamasurgery.com tailed, and α is set at .05. Analyses were performed using Stata version 13.1 (StataCorp). Our study was ruled exempt by the institutional review board.
Results | The final cohort included 13 887 patients undergoing general surgery during the study period. Data on patient demographics, surgical outcomes, and resource use of Medicaid patients and of patients with private insurance are shown in our Table. Medicaid patients were younger and more likely to be female and nonwhite than were privately insured patients. Rates of smoking (50%), chronic obstructive pulmonary disease (10%), and peripheral vascular disease (7%) among Medicaid patients were twice those seen among the privately insured. Medicaid patients underwent 21% more emergent operations, experienced 67% more serious complications, and used 50% more resources than did privately insured patients. Examination of hospitals revealed wide variability in the proportion of Medicaid patients treated (Figure, A) . The highest 2 hospital quintiles accounted for 61.2% of all Medicaid patients treated (Figure, B ).
Discussion | Medicaid patients undergoing surgery in Michigan represent a significant challenge to the health care system. These patients have a worse health status, experience more complications, and use more resources than privately insured patients. The proportion of Medicaid patients served varies substantially, and a small subset of hospitals cares for a large percentage of the state's Medicaid population. Given these findings, the Affordable Care Act-mandated decrease in disproportionate share hospitals payments could place this subset of hospitals at risk for financial insolvency. This analysis is limited by the small sample size. However, our study represents the most current data available and uses an internally validated clinical registry. Although the data are limited to a single state, there is no reason to believe that there are systematic differences between our cohort and the national Medicaid population.
To ensure high-quality care, legislators and hospitals must adapt to meet the needs of this patient population. In Michigan, the legislation to expand Medicaid also funded an advisory committee to study the cost and quality of care delivered to these patients. 1 Existing regional quality collaboratives, such as the Michigan Surgical Quality Collaborative, have the infrastructure necessary to address these issues, and have been shown to improve outcomes. 6 State legislatures considering expansion should partner with these organizations to ensure that increased access is met with highvalue surgical care. 
COMMENT & RESPONSE

Failure to Rescue
To the Editor A growing body of evidence implicates failure to rescue after surgery (ie, patient death following postoperative complication) in a significant proportion of the variability seen in surgical outcomes. 1, 2 Whereas research to date has demonstrated associations between a range of factors and failure to rescue, conclusive causal factors underlying such failures in postoperative care have yet to be identified. In a recent commentary in JAMA Surgery, Kao 3 identifies a need to focus on processes or structures at the hospital or patient level. In addition, she highlights the need to consider aspects of care not typically subject to documentation, such as nontechnical and team performance.
Observational studies allow the capture of processrelated data that may not otherwise be documented and can contribute to a more detailed understanding of what actually happens during patient care delivery on a daily basis. We recently undertook an observational study of surgical ward rounds, considering the thoroughness of patient management, assessment, and clinicians' nontechnical performance. Our findings demonstrated not only wide variations in care but a significant association between ward round quality and preventable complications in the postoperative phase. 4 Combining such observational process data with larger outcome-related data sets should provide new insights into the mechanisms underlying failure to rescue. Furthermore, the means to reduce failure-to-rescue rates through educational interventions such as ward-based simulation training can be empirically tested. 5 This strategy would also provide measures of implementation in the field, across health systems.
Focusing on process-related measures may also allow greater ease of implementation of improvement measures. Although structural factors such as nurse staffing levels or a hospital's diagnostic resources are important, these can be prohibitively expensive, or politically difficult, to change. Measures such as checklists or educational tools to improve care processes can be, by comparison, a bargain and can engage health care professionals to directly influence the care of their patients.
Certainly, such measures are no miracle cure. Overcoming the inertia of established practice and of an established culture requires dedication and perseverance to ensure that measures can be adapted and to ensure that staff members can accept them. However, by beginning to focus on more granular data and by considering process-based interventions, we can begin to start addressing the underlying issues to improve patient care and surgical outcomes, and respond to Dr Kao's timely call to arms. To the Editor Gonzalez et al 1 report that failure-to-rescue (FTR) rates in cardiovascular surgery were lower (better) in high-volume hospitals than in low-volume hospitals. This is an important finding consistent with a large body of literature on FTR rates that has already shown its association with numerous hospital and staffing characteristics. [2] [3] [4] [5] However, unlike the traditional measure of FTR rates, 2,4 Gonzalez et al 1 did not count every death of a patient undergoing coronary artery bypass grafting (CABG). As reported, 75 391 of 119 434 patients (63%) in their study 1 were admitted for CABG, and among these patients, those who experienced an
